Background: Malignancy of the breast is one of the commonest lesions of the breast. Amongst the infective lesions tuberculosis has now become a common occurrence especially in the developing world. However, co-existence of the two in the same breast is extremely rare. Introduction: Since both of these lesions have a different natural history, co-existence of tuberculosis and malignancy poses a diagnostic dilemma to both the surgeon and the pathologist. Awareness of the co-existence of the two lesions in the same patient is pivotal for early diagnosis and planning the management. Case Report: In view of its rarity, a case of coexistence of the two diseases in the same beast is reported in order to create an awareness of their co-existence. Discussion: The diagnostic implications and management are discussed. Conclusion: Awareness of the co-existence of these divergent pathological conditions is essential for early diagnosis and planning of an accurate treatment protocol.
Introduction
Tuberculosis is one of the commonest chronic infections affecting primarily the lungs, lymph nodes and intestines. Tuberculosis of the breast once an uncommon disease is now becoming common especially in the developing countries [1] . Concomitant upsurgence in the incidence of malignancy of the breast is by itself a problem confronting surgeons. Coexistence of both the lesions in the same breast is extremely uncommon. However if present together, it may pose a diagnostic dilemma to the surgeon. Awareness of coexistence of these two lesions is pivotal in avoiding delay in commencing treatment thereby reducing the morbidity and mortality associ-ated with these conditions. A case of coexistence of both tuberculosis and malignancy in same breast is presented here along with a review of literature.
Case Report
58-year-old lady was referred to our surgical unit for a mass in her right breast. She gave a history of having undergone two surgical procedures on the same breast for a cystic lesion which was diagnosed as fibrocystic disease histologically on two different occasions. However the lump redeveloped in the same breast and increased in size over a period of time. Patient did not have any systemic symptoms. There was no history of tuberculosis or any contact with a patient suffering from tuberculosis in either the family or in close vicinity.
Physical examination revealed a large mass approximately 6 cm in diameter involving almost the entire right breast. The overlying nipple areola complex was scarred with evidence of ulceration (Figure 1) . The mobility of mass within the breast and on the underlying muscle was restricted. Ipsilateral axilla did not reveal any lymphadenopathy clinically. Contralateral breast and axilla were normal. There was no evidence of cervical lymphadenopathy or spinal tenderness. Respiratory system did not reveal any abnormality. FNAC was done and confirmed the diagnosis of invasive ductal carcinoma. Special staining of the blood stained fluid from the ulcerated area revealed the presence of acid fast bacteria (Figure 2 ). Metastatic work up did not reveal any metastasis. Patient underwent two cycles of chemotherapy (CMF regime) preoperatively in order to downstage the locally advanced lesion. 25% regression in the size of the mass was observed after chemotherapy. Patient was then subjected to modified radical mastectomy with axillary clearance.
Histological evaluation of the specimen confirmed the diagnosis of invasive ductal carcinoma ( Figure 3 ). However, in addition, granulomas comprising of outer rim of epitheloid cells typical of tuberculosis were seen in a few sections (Figure 4 ). Histopathological examination of axillary lymphnodes revealed positive evidence of metastasis in the lymph nodes. However there was no evidence of any granuloma. Post-operative recovery was uneventful. Patient has completed 4 cycles of chemotherapy and is presently undergoing local irradiation. A 6-month course of medications for tuberculosis has been completed with no side effects. This was commenced after the completion of chemotherapy cycles as the patient experienced severe systemic complications with anticancer chemotherapy drugs.
Discussion
Tuberculosis of the breast is traditionally described as a great masquerader [1] - [4] . This is because it may present with a mass to begin with or a septic lesion in the form of an abscess. Either of them eventually ends up with the formation of a sinus. It can cause deformity of nipple areola complex as well as extensive scarring of the overlying breast. A scarred breast or a grossly deformed nipple areola complex as was seen in the case presented should raise the suspicion of tuberculosis. However these findings closely simulate malignancy making diagnosis extremely difficulty. Lump in the breast always merits prompt investigation by an FNAC. FNAC has high sensitivity and specificity in the diagnosis of breast cancer. However the diagnostic efficacy of FNAC in tuberculosis of breast is limited. Presence of epitheloid cells may be suggestive but in majority of cases these cells are usually not picked up [3] . Presence of caseating granulomas is diagnostic of TB but this necessitates elaborate histopathological evaluation [4] . Detection of acid fast bacilli in the lesions on the tissue culture or in discharge is diagnostic of tuberculosis [1] . In the case presented AFB were detected on examination of the blood stained discharge from the ulcerated area (Figure 2) . However in practice many a times it is difficult to detect acid fast bacilli in the lesion. Review of articles on Google scholar and PubMed databases have revealed very few number of cases describing coexistence of tuberculosis and cancer in same breast. The coexistence of tuberculosis of the axillary lymph nodes along with breast cancer supersedes the incidence of coexistence of tuberculosis and malignancy in same breast numerically [3] - [6] . The exact cause effect relationship continues to pose a dilemma to the pathologist. Whether it is chronic inflammation due to tuberculosis which induces malignant transformation is yet to be researched. Various permutations and combinations of coexistence of tuberculosis and breast cancer have been reviewed. In one such review by Akbulut et al., 29 cases were reported till year 2011 as per PubMed and Google scholar databases [7] . 21 of these patients had breast cancer along with tuberculosis of the axillary lymph nodes. These patients did not have tuberculosis in the breast. Out of remaining 8 patients, 5 had both tuberculosis of breast and cancer. Both tumor metastasis and tuberculosis were present in dissected axillae of 14 patients. Amongst these 14 patients, 6 had both cancer metastasis and tuberculosis detected in same lymphnodes. X-ray of the local parts especially the axilla has been described as a diagnostic tool in suspected lesions [8] . Calcification of the lymphnodes is highly suggestive of tuberculosis. However in the case presented, calcification was not present on the chest X-ray in region of axilla and breast [9] . In cases of co-existence of two lesions it is advisable to commence treatment for the malignant lesion [10] . This may involve surgical intervention along with neoadjuvant therapy. A diagnosis of malignancy is pivotal as radical surgery can be performed without delay especially in early stages. Tuberculosis by itself does not require surgical intervention. Few patients develop serious side effects from chemotherapeutic drugs necessitating temporary cessation of therapy. It is therefore a safe practice to commence antituberculosis treatment after completion of cancer chemotherapy treatment. This can avoid morbid complications associated with either group of drugs. Tuberculosis needs to be treated by a combination of drugs. A four drug regime for 2 months followed by a two drug regime for 4 months is sufficient for cure. Prognosis of breast cancer patients with concomitant tuberculosis needs further evaluation. There are no studies which have addressed this issue.
Patients suffering from tuberculosis usually have depressed cell mediated immunity (CMI). Whether depressed CMI has an adverse impact on 5-year survival in such patients needs further evaluation. Data on this issue is lacking as number of lesion with coexistence of tuberculosis and malignancy of breast is extremely small.
Conclusions
Coexistence of carcinoma and tuberculosis of breast or axillary lymph nodes is extremely rare.
Gross deformity of breast with or without septic lesions should raise a suspicion of tuberculosis. Elaborate histopathological evaluation of the specimen by a pathologist who is aware of this coexistence can only help in establishment of the diagnosis of this lethal duo.
